
		
			[image: ]
		
	
		

		
			Odovtos-International Journal of Dental Sciences (Odovtos-Int. J. Dent. Sc.), Online First, 2026.                                                           ISSN: 2215-3411

			https://doi.org/10.15517/2w636323

			[image: ] 

			https://revistas.ucr.ac.cr/index.php/rOdontos

			[image: ]

			LITERATURE REVIEW: 

			Contemporary Stepwise Periodontal Therapy:

			From Active Treatment to Supportive Periodontal Care

			Tratamiento periodontal contemporáneo por etapas: de la terapia activa al cuidado periodontal de soporte

			Melania Aguilar Coto DDS1 https://orcid.org/0009-0000-5248-5482

			Jorge González Quesada DDS, MSc2 https://orcid.org/0000-0003-0728-8011

			1Specialist in Periodontology. Professor, Section of Periodontology, Faculty of Dentistry, University of Costa Rica, San José, Costa Rica. 

			2Specialist in Periodontology and Master’s Degree in Periodontology. Professor, Section of Periodontology, Faculty of Dentistry, University of Costa Rica, San José, Costa Rica. 

			Correspondence to:  Jorge González Quesada DDS, MSc  -  JORGE.GONZALEZQUESADA@ucr.ac.cr

					

			Received: 7-IX-2026                  						                                Accepted: 7-X-2026

			[image: ]

			ABSTRACT: Periodontitis is a chronic multifactorial inflammatory disease associated with dysbiotic dental biofilm and characterized by progressive destruction of tooth-supporting tissues. Contemporary periodontal treatment has evolved from a traditional sequence of therapeutic phases toward a stepwise model based on evidence, clinical response, and individual risk. This narrative review aims to analyze the fundamental components of stepwise periodontal therapy and the criteria determining progression between them. A structured literature search was conducted in MEDLINE/PubMed, Scopus, and Web of Science, prioritizing clinical practice guidelines, systematic reviews, meta-analyses, consensus reports, and recent clinical studies. Current therapy comprises a first step focused on behavioral change, supragingival biofilm control, and risk-factor modification; a second step involving subgingival instrumentation; periodontal re-evaluation to determine achievement of therapeutic endpoints; and a third step for residual periodontal pockets through repeated instrumentation or surgical interventions. Following active therapy, patients should enter an individualized supportive periodontal care program. Current evidence supports a dynamic decision-making model in which treatment response, rather than the mere completion of procedures, determines therapeutic progression. Re-evaluation identifies residual sites, assesses inflammation, adherence, anatomy, and modifying factors, and guides additional interventions when necessary. Supportive periodontal care represents an essential continuation of treatment and requires individualized intervals according to risk and clinical stability. Overall, the stepwise approach integrates diagnosis, treatment, re-evaluation, and maintenance, promoting individualized evidence-based decisions. Long-term maintenance of periodontal stability, function, and dentition preservation represents the ultimate objective of contemporary periodontal treatment for every patient receiving care. This framework also emphasizes that clinical endpoints should guide rather than rigidly dictate treatment decisions. Residual pockets require interpretation within the patient's overall inflammatory status, anatomy, risk profile, and capacity for self-care. Accordingly, additional nonsurgical or surgical therapy should be selected only when expected benefits justify intervention, while structured long-term follow-up remains essential for preserving achieved clinical outcomes over time.

			KEYWORDS: Periodontitis; Periodontal diseases; Periodontal debridement; Dental scaling; Periodontal pocket; Periodontal surgery; Maintenance.

			RESUMEN: La periodontitis es una enfermedad inflamatoria crónica multifactorial asociada con un biofilm disbiótico y caracterizada por la destrucción progresiva de los tejidos de soporte dental. El tratamiento periodontal contemporáneo ha evolucionado desde una secuencia tradicional de fases terapéuticas hacia un modelo escalonado basado en evidencia, respuesta clínica y riesgo individual. El objetivo de esta revisión narrativa es analizar los componentes fundamentales del tratamiento periodontal por etapas y los criterios que determinan la transición entre ellos. Se realizó una búsqueda estructurada de la literatura en MEDLINE/PubMed, Scopus y Web of Science, priorizando guías de práctica clínica, revisiones sistemáticas, metaanálisis, consensos y estudios clínicos recientes. El abordaje actual comprende un primer paso orientado al cambio conductual, control del biofilm supragingival y modificación de factores de riesgo; un segundo paso basado en instrumentación subgingival; una reevaluación periodontal destinada a determinar el logro de los objetivos terapéuticos; y un tercer paso para el manejo de bolsas residuales mediante reinstrumentación o procedimientos quirúrgicos. Una vez finalizada la terapia activa, el paciente debe incorporarse a un programa individualizado de cuidado periodontal de soporte. La evidencia actual respalda un modelo dinámico de toma de decisiones en el cual la respuesta obtenida, y no únicamente la realización de procedimientos, determina la progresión terapéutica. La reevaluación permite identificar sitios residuales, valorar inflamación, adherencia, anatomía y factores modificadores, y seleccionar intervenciones adicionales cuando sean necesarias. El cuidado periodontal de soporte constituye una continuación esencial del tratamiento y requiere intervalos individualizados según riesgo y estabilidad clínica. En conjunto, el enfoque escalonado integra diagnóstico, tratamiento, reevaluación y mantenimiento, favoreciendo decisiones individualizadas y basadas en evidencia. El mantenimiento de la estabilidad periodontal, la función y la conservación de la dentición a largo plazo constituye el objetivo final del tratamiento periodontal contemporáneo para cada paciente tratado en diferentes contextos clínicos y poblaciones adultas.

			PALABRAS CLAVE: Periodontitis; Enfermedades periodontales; Desbridamiento periodontal; Raspado dental; Bolsa periodontal; Cirugía periodontal; Mantenimiento.

			Introduction

			Periodontitis is a chronic multifactorial inflammatory disease associated with dysbiotic dental biofilm and characterized by progressive destruction of the tooth-supporting apparatus. Its clinical expression and progression depend on the interaction among the microbial challenge, the host response, and different local, systemic, and behavioral modifying factors (1,2).

			The 2017 classification introduced a multidimensional system based on stages and grades. Stage primarily reflects severity, extent, and treatment complexity, whereas grade provides information related to progression rate, risk, and modifying factors (1,2). This model facilitates integration among diagnosis, prognosis, and treatment planning.

			The S3 clinical practice guideline of the European Federation of Periodontology (EFP) changed the conceptualization of treatment for stages I-III periodontitis by proposing an evidence-based stepwise strategy (3). Subsequently, this approach was contextualized for Latin America and the Caribbean through a regional consensus published in 2024 (4).

			The model comprises interventions initially directed at behavioral change, supragingival biofilm control, and risk factors; subsequently, subgingival instrumentation and re-evaluation of the response; and, when therapeutic goals are not achieved, additional interventions at residual sites. Finally, patients should enter an individualized supportive periodontal care program (3,4).

			The complete sequence of the contemporary stepwise approach, including the main objective, interventions, assessment parameters, and clinical decision associated with each stage, is summarized in Table 1.

			The fundamental feature of this model is that transition between steps should not occur automatically. Probing pocket depth (PPD), bleeding on probing (BOP), the presence of residual pockets, biofilm control, periodontal anatomy, and risk factors determine subsequent decisions.

			The objective of this review is to analyze contemporary evidence related to stepwise periodontal treatment, describing the objectives, interventions, and decision criteria corresponding to each step, with special emphasis on re-evaluation and the transition from active therapy to supportive periodontal care.

			Table 1. Contemporary stepwise model for the treatment of periodontitis.

			
				
					
					
					
					
					
				
				
					
							
							Step

						
							
							Main objective

						
							
							Interventions

						
							
							Assessment pa-rameters

						
							
							Clinical decision

						
					

					
							
							Diagnosis and planning

						
							
							Characterize dis-ease, complexity, and risk

						
							
							Periodontal ex-amination, radio-graphs, staging, grading, and risk factors

						
							
							PPD, CAL, BOP, bone loss, mobility, furcations

						
							
							Individualized plan

						
					

					
							
							Step 1

						
							
							Control supragingival biofilm and modifying factors

						
							
							Education, moti-vation, oral hy-giene, profes-sional biofilm control, smoking cessation, and metabolic control

						
							
							Plaque, BOP, ad-herence, and risk factors

						
							
							Reinforce and proceed to Step 2

						
					

					
							
							Step 2

						
							
							Control subgingival infec-tion/inflammation

						
							
							Manual and/or sonic-ultrasonic subgingival in-strumentation

						
							
							PPD, BOP, CAL, and tissue re-sponse

						
							
							Healing and re-evaluation

						
					

					
							
							Re-evaluation

						
							
							Determine response and residual sites

						
							
							Periodontal ex-amination after the healing period

						
							
							PPD, BOP, residual pockets, plaque, furcations, and anatomy

						
							
							Endpoint achieved → SPC; not achieved → Step 3

						
					

					
							
							Step 3

						
							
							Treat residual sites

						
							
							Re-instrumentation, access flap sur-gery, resective or regenerative surgery

						
							
							Resolu-tion/reduction of residual pockets and inflammation

						
							
							New re-evaluation

						
					

					
							
							Step 4 - SPC

						
							
							Maintain stability and prevent recurrence

						
							
							Biofilm control, behavioral rein-forcement, in-strumentation as needed, and risk control

						
							
							PPD, BOP, plaque, CAL when appro-priate, mobility, fur-cations, and adher-ence

						
							
							Maintain SPC or return to the in-dicated step

						
					

				
			

			Note/Source: authors’ own elaboration based on the EFP S3 guideline, the Latin American consensus, and selected evidence. PPD: probing pocket depth; CAL: clinical attachment level; BOP: bleeding on probing; SPC: supportive periodontal care.

			

			Methodology

			A narrative review of the literature was conducted using a structured search in MEDLINE/PubMed, Scopus, and Web of Science. Combinations of the terms “periodontitis,” “periodontal therapy,” “periodontal treatment,” “subgingival instrumentation,” “non-surgical periodontal therapy,” “periodontal surgery,” “periodontal re-evaluation,” “residual periodontal pockets,” “supportive periodontal care,” “periodontal maintenance,” and “clinical practice guideline” were used.

			Recent publications, particularly those from the last four years, were prioritized and complemented by earlier documents when they represented international classifications, clinical guidelines, consensus reports, or fundamental systematic reviews. Publications concerning adult patients with periodontitis and interventions corresponding to any treatment step were included. Studies focused exclusively on peri-implant diseases, necrotizing periodontal diseases, and endodontic-periodontal lesions were excluded. The evidence was organized according to the EFP stepwise treatment model, and a narrative synthesis oriented toward clinical decision-making was performed.

			Diagnosis, staging, grading,

			and treatment planning

			Periodontal diagnosis constitutes the starting point of treatment. The initial assessment should include medical and dental history, risk factors, and a comprehensive periodontal examination. PPD, clinical attachment level, BOP, gingival recession, mobility, furcation involvement, and the distribution of bone loss provide essential information for establishing severity and complexity (1,2). Clinical periodontal assessment continues to rely primarily on manual probing; a recent systematic review did not demonstrate clear superiority of electronic or pressure-sensitive probes for diagnosis or monitoring (10).

			Stage helps define the expected treatment complexity, whereas grade allows progression and modifying factors to be incorporated. Therefore, the classification should not be interpreted exclusively as a diagnostic label, but as an instrument for individualizing treatment planning (1).

			The patient should participate in the process through information about the nature of the disease, risk factors, treatment alternatives, benefits, and possible complications. The initial plan should be considered dynamic and modified according to the clinical response.

			First treatment step: behavioral change, supragingival control, and risk factors

			The first step aims to establish the behavioral and biological conditions necessary to favor the response to subsequent interventions and is indicated for all patients with periodontitis (3,4).

			Active patient participation is a central element. Oral hygiene instructions should be individualized according to anatomy, dexterity, and periodontal conditions. Toothbrushing should be complemented with appropriate interdental hygiene methods. Behavioral and motivational strategies may help improve plaque and bleeding indices, although their effectiveness depends on the intervention and individual adherence (5).

			Professional control of supragingival biofilm and removal of local plaque-retentive factors complement self-care. The objective is not only to obtain clean surfaces during the appointment, but also to facilitate an environment that the patient can maintain.

			Smoking and inadequate metabolic control of diabetes are important risk modifiers and should be identified and addressed during treatment (3,4). The effectiveness of the first step should be re-evaluated and reinforced throughout the therapeutic process. Recent regional evidence confirms the relevance of smoking as a factor associated with periodontitis and highlights the need to strengthen longitudinal evidence on diabetes in Latin America and the Caribbean (11).

			Second treatment step: subgingival instrumentation

			The second step aims to reduce subgingival biofilm and mineralized deposits through mechanical instrumentation (3,6). The contemporary concept emphasizes biofilm disruption and calculus removal with the least possible trauma, without pursuing systematic and extensive removal of root cementum.

			Manual, sonic, or ultrasonic instruments may be used individually or in combination. Selection depends on pocket depth and anatomy, calculus, root anatomy, access, operator experience, and patient characteristics. The systematic review by Suvan et al. demonstrated the efficacy of subgingival instrumentation, with a weighted PPD reduction of approximately 1.4 mm and an estimated pocket closure of 74%, without consistent significant differences between manual and sonic/ultrasonic instruments or between quadrant-based and full-mouth protocols (6).

			The response depends, among other factors, on initial depth. Initially deep pockets usually show greater absolute reduction, although they also have a higher probability of remaining as residual sites. Healing continues after the first months: a systematic review and meta-analysis of 29 clinical trials showed that most PPD reduction and CAL gain occur during the first 1-2 months, with additional benefits up to 5-6 months (7).

			Various local antimicrobials, antiseptics, host-modulating agents, lasers, and photodynamic therapy have been evaluated as adjuncts. However, mechanical instrumentation remains the fundamental component. Systemic antibiotics should not be used routinely as adjuncts; their indication should be reserved for carefully selected patients, considering benefits, adverse effects, and principles of responsible antimicrobial use (3,4).

			Periodontal re-evaluation and therapeutic endpoints

			Re-evaluation constitutes the central decision-making point after instrumentation. PPD, BOP, biofilm control, residual pockets, mobility, furcations, local anatomy, adherence, and risk factors should be assessed.

			The clinical interpretation of the principal findings at periodontal re-evaluation and the corresponding options for subsequent management are presented in Table 2, emphasizing that the therapeutic endpoint must be interpreted together with inflammation, residual pocket depth, anatomy, and patient-related factors.

			The EFP guideline proposes as therapeutic endpoints the absence of pockets >4 mm associated with BOP and the absence of deep pockets ≥6 mm (3). These criteria should not be interpreted in isolation. The patient's overall response and the distribution of residual sites are equally relevant.

			A systematic review by Rattu et al. included 15 studies, 12,884 patients, and 323,111 teeth. Achievement of strict endpoints at the beginning of supportive periodontal care was uncommon; moreover, failure to meet several control criteria was associated with a higher risk of tooth loss (8). Recent longitudinal data reinforce that endpoints are useful for stratifying periodontal control and risk during follow-up (9).

			Re-evaluation should therefore be considered a decision node rather than simply an appointment after instrumentation. Re-instrumentation may be indicated at isolated sites with an insufficient response; when deep pockets or anatomical conditions that hinder access persist, the third treatment step should be considered.

			Third treatment step: management of residual periodontal pockets

			When endpoints are not achieved, the third step seeks to treat sites that did not respond adequately. Alternatives include re-instrumentation, access flap surgery, resective procedures, and regenerative therapy (3,4). In Step 3, technologies aimed at improving site visualization, such as endoscope-assisted debridement, have shown promising results compared with conventional re-instrumentation; however, the certainty of the evidence remains limited and does not replace individualized clinical selection (12).

			The persistence of a pocket does not automatically represent a surgical indication. Re-instrumentation may be considered when residual deposits are present or adequate nonsurgical access is possible. At deep sites where anatomy limits access, periodontal surgery allows direct visualization and instrumentation of root surfaces.

			Resective procedures may be considered when pocket reduction will facilitate maintenance and defect characteristics do not favor regeneration. Infrabony defects represent an important indication for regenerative procedures. Selection should consider defect morphology, remaining bony walls, depth, wound stability, biofilm control, and patient factors (3,4).

			Teeth with furcation involvement require individualized assessment. The presence of a furcation lesion does not by itself constitute an indication for extraction. Remaining support, anatomy, cleanability, function, and treatment alternatives should be considered.

			After the third step, a new re-evaluation should be performed. Once a condition compatible with stability has been achieved, the patient enters supportive periodontal care.

			Table 2. Clinical interpretation of periodontal re-evaluation and selection of subsequent intervention.

			
				
					
					
					
				
				
					
							
							Finding at re-evaluation

						
							
							Interpretation

						
							
							Clinical management to con-sider

						
					

					
							
							PPD ≤4 mm, no BOP at 4-mm sites, and low overall BOP

						
							
							Condition compatible with peri-odontal stability

						
							
							Entry into individualized SPC

						
					

					
							
							Absence of PPD >4 mm with BOP and absence of PPD ≥6 mm

						
							
							EFP therapeutic endpoint achieved

						
							
							Entry into SPC

						
					

					
							
							Localized moderate residual pocket

						
							
							Assess biofilm, residual calcu-lus, anatomy, and adherence

						
							
							Re-instrumentation when indi-cated

						
					

					
							
							Residual PPD ≥6 mm

						
							
							Therapeutic endpoint not achieved

						
							
							Assess Step 3 and need for surgical access

						
					

					
							
							Deep pocket with favorable infrabony defect

						
							
							Potential for periodontal regen-eration

						
							
							Consider regenerative surgery

						
					

					
							
							Deep pocket with anatomy unfavorable for regeneration

						
							
							Need to improve ac-cess/reduce pocket depth

						
							
							Consider access flap or re-sective surgery

						
					

					
							
							Furcation involvement

						
							
							Individual anatomical and prog-nostic assessment

						
							
							Nonsurgical, regenerative, re-sective, or other strategies according to the case

						
					

					
							
							Deterioration during SPC

						
							
							Possible recur-rence/progression

						
							
							New site diagnosis and return to Step 1, 2, or 3 according to etiology

						
					

				
			

			Note/Source: authors’ own elaboration based on the EFP S3 guideline, the Latin American consensus, and selected evidence. PPD: probing pocket depth; CAL: clinical attachment level; BOP: bleeding on probing; SPC: supportive periodontal care.

			

			Fourth treatment step: supportive periodontal care

			Periodontitis is a chronic disease susceptible to recurrence. Therefore, supportive periodontal care (SPC) is an integral part of treatment and not an optional phase (3,4). Recent longitudinal evidence reinforces the importance of SPC: long-term stability depends on structured follow-up, and lower adherence is associated with greater tooth loss (13,14).

			Visits should assess medical changes, risk factors, biofilm control, BOP, PPD, residual or recurrent pockets, mobility, furcations, and adherence. Intervals should be individualized according to risk, generally within an approximate range of 3 to 12 months (3). Patients with advanced periodontitis, residual pockets, smoking, inadequate metabolic control, or poor hygiene may require shorter intervals.

			The appearance of localized progression should lead to a new diagnostic assessment. The patient may again require interventions corresponding to previous steps. Therefore, the treatment model should not be represented as a strictly linear sequence, but as a cyclical process of treatment, re-evaluation, and maintenance.

			Discussion

			The main conceptual evolution in contemporary periodontal treatment consists of replacing a rigid sequence of procedures with a model based on therapeutic response. The EFP S3 guidelines provide a stepwise structure integrating scientific evidence, patient preferences, risk, and clinical findings (3).

			Table 3 synthesizes the selected evidence supporting the principal components of this model, including behavioral change, subgingival instrumentation, timing of re-evaluation, therapeutic endpoints, and supportive periodontal care.

			The 2024 Latin American consensus supports this approach and highlights its regional applicability, including the need to adapt care to settings with diverse access and resources (4).

			Within this model, the first two steps constitute the therapeutic foundation. Behavioral and biofilm control establishes favorable conditions, while subgingival instrumentation reduces the inflammatory burden and pocket depth. Adjunctive technologies or agents should not displace these fundamental components.

			Re-evaluation is possibly the most relevant element for decision-making. The concept of treating until a clinical goal is achieved helps avoid both surgical overtreatment and indefinite continuation of nonsurgical therapy at sites requiring additional access. However, endpoints should be interpreted cautiously. Evidence from SPC shows that ideal criteria are not always achievable, particularly in patients with advanced disease, and that stability can be maintained for years even when some residual sites persist (8,9).

			This finding supports an individualized concept of periodontal success. The goal remains to eliminate or minimize the highest-risk sites, control inflammation, and preserve the dentition, but clinical decisions should consider the risk-benefit relationship of additional interventions.

			Finally, SPC should be understood as an active continuation of treatment. The result of a surgical or nonsurgical intervention loses relevance if it cannot be maintained longitudinally. Adherence, biofilm control, management of modifying factors, and early detection of recurrence are fundamental determinants of prognosis.

			

			As illustrated in Figure 1, the decision-making algorithm proposed in this review emphasizes that periodontal treatment is not a linear and irreversible sequence. Following Steps 1 and 2, re-evaluation determines whether the patient can enter supportive periodontal care or whether residual sites require Step 3 therapy and a new re-evaluation. The response obtained after each intervention determines the need to advance, maintain, or return to a previous treatment step, particularly when recurrence or progression is detected. Endpoints should therefore be used as decision-making tools rather than absolute criteria of success or failure.

			Table 3. Selected evidence supporting the stepwise periodontal treatment model.

			
				
					
					
					
				
				
					
							
							Component

						
							
							Main evidence

						
							
							Clinical implication

						
					

					
							
							Behavioral change

						
							
							Behavioral interventions may reinforce self-care; results across strategies are hetero-geneous (5).

						
							
							Education and motivation should be individualized and reinforced longitudinally.

						
					

					
							
							Subgingival instrumentation

						
							
							Weighted PPD reduction ~1.4 mm and estimated pocket clo-sure ~74% in a systematic review (6).

						
							
							It constitutes the fundamental component of Step 2.

						
					

					
							
							Manual vs. sonic/ultrasonic

						
							
							No consistent clinical superiori-ty was observed between mo-dalities (6).

						
							
							Selection according to anato-my, access, experience, and patient characteristics.

						
					

					
							
							Quadrant vs. full-mouth

						
							
							No consistent clinical differ-ences were observed between protocols (6).

						
							
							The modality may be individual-ized.

						
					

					
							
							Timing of re-evaluation

						
							
							Most improvement occurs within 1-2 months, with addi-tional benefits up to 5-6 months (7).

						
							
							Avoid premature interpretation of the tissue response.

						
					

					
							
							Endpoints

						
							
							Achievement of strict endpoints at the beginning of SPC is un-common, and some criteria are associated with subsequent tooth loss (8,9).

						
							
							Use them as stratification and decision-making tools, not as an isolated absolute criterion.

						
					

					
							
							SPC

						
							
							Longitudinal follow-up and peri-odic control are essential for maintaining outcomes (3,8,9).

						
							
							Periodontal treatment does not end with active therapy.

						
					

				
			

			Note/Source: authors’ own elaboration based on the EFP S3 guideline, the Latin American consensus, and selected evidence. PPD: probing pocket depth; CAL: clinical attachment level; BOP: bleeding on probing; SPC: supportive periodontal care.
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			Figure 1. Proposed decision-making algorithm during stepwise periodontal treatment. The clinical response determines the transition between treatment steps. Source: authors’ own elaboration based on the EFP S3 guideline and contemporary evidence.

			Conclusions

			Contemporary periodontal treatment should be delivered through a stepwise, individualized, evidence-based approach. Behavioral control, biofilm control, and risk-factor management constitute the foundation upon which subgingival instrumentation is performed.

			Re-evaluation represents the main clinical decision point and determines whether the patient can enter supportive periodontal care or requires additional treatment of residual pockets. Surgical procedures should be selected according to the clinical and anatomical characteristics of the site and not as an automatic consequence of completing nonsurgical therapy.

			Supportive periodontal care is an essential part of treatment and should be maintained long term through individualized intervals. Overall, the evidence favors a dynamic diagnosis-treatment-re-evaluation-maintenance model in which the ultimate goal is not to complete a series of procedures, but to achieve and maintain periodontal stability, function, and long-term preservation of the dentition.
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ABSTRACT: Periodontitis is a chronic multifactorial inflammatory disease associated with dysbiotic den-
tal biofilm and characterized by progressive destruction of tooth-supporting tissues. Contemporary pe-
riodontal treatment has evolved from a traditional sequence of therapeutic phases toward a stepwise
model based on evidence, clinical response, and individual risk. This narrative review aims to analyze
the fundamental components of stepwise periodontal therapy and the criteria determining progression
between them. A structured literature search was conducted in MEDLINE/PubMed, Scopus, and Web of
Science, prioritizing clinical practice guidelines, systematic reviews, meta-analyses, consensus reports,
and recent clinical studies. Current therapy comprises a first step focused on behavioral change, supra-
gingival biofilm control, and risk-factor modification; a second step involving subgingival instrumenta-
tion; periodontal re-evaluation to determine achievement of therapeutic endpoints; and a third step for
residual periodontal pockets through repeated instrumentation or surgical interventions. Following active
therapy, patients should enter an individualized supportive periodontal care program. Current evidence
supports a dynamic decision-making model in which treatment response, rather than the mere comple-
tion of procedures, determines therapeutic progression. Re-evaluation identifies residual sites, assesses
inflammation, adherence, anatomy, and modifying factors, and guides additional interventions when
necessary. Supportive periodontal care represents an essential continuation of treatment and requires
individualized intervals according to risk and clinical stability. Overall, the stepwise approach integrates
diagnosis, treatment, re-evaluation, and maintenance, promoting individualized evidence-based deci-
sions. Long-term maintenance of periodontal stability, function, and dentition preservation represents
the ultimate objective of contemporary periodontal treatment for every patient receiving care. This fra-
mework also emphasizes that clinical endpoints should guide rather than rigidly dictate treatment deci-
sions. Residual pockets require interpretation within the patient's overall inflammatory status, anatomy,
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